. Epidemiological data on the issue, however, are scanty.
Ovarian teratomas represent about 15% of all ovarian neoplasms. Their incidence is about 10 per 100 000 women per year. Most teratomas are benign and their peak incidence is around the third and fourth decades of life (Bennington et al., 1968; Vessey et al., 1987; Westhoff et al., 1988; Disaia and Creasman, 1989) . Higher eduction, nulliparity, infertility, irregular menses, family history and alcohol consumption have been associated with an increased risk of benign ovarian teratomas (Simon et al., 1985; Westhoff et al., 1988) . Epidemiological data on the issue, however, are scanty.
We report the results of a cas-control study on risk factors for benign ovarian teratomas conducted in the framework of a larger study on risk factors for benign and malignant ovarian diseases (Paramni et al., 1989; 1991a A total of 4 of the 77 cases (5.2%) and 2 of the 231 controls (0.9%) reported a history of infertility, the corresponding RR being 8.3 (95% CI 1.3-54.0). Considering ever-married women only, a total of 3 out of the 43 evermarried cases (7.0%) and 2 out of the 127 ever-married controls (1.6%) reported a history of infertility, the corresponding multivariate RR being 9.7 (95% CI 1.1-84.9).
This study indicates that the frequency of benign ovarian teratomas is higher in women of higher social class and with a history of infertility. No In this study, higher education was associated with an increased risk of benign ovarian teratomas. Similar evidence emerged from a previous population-based case-control study (Westhoff et al., 1988) . It is difficult to interpret these findings, but diagnostic bias should be considered, since higher education or social class is a common characteristic of women with a diagnosis of benign gynecological conditions, such as seromucinous ovanan cysts (Parazzini et al., 1989) , uterine fibroids (Paramni et al., 1988) or benign breast disease (Parazzini et al., 1984) . However, higher education is also a recognised risk factor for testicular germ cell tumours (Ross et al., 1979) , which have a similar age distribution and are the male (malignant) counterpart of benign ovarian teratomas.
Few data have been published on the epidemiological characteristics of women with benign ovarian teratoma. A population-based case-control study conducted in England showed an inreased nsk of benign ovarian teratomas m unmarried and nulliparous women (Westhoff et al., 1988 al., 1991b) , but no association emerged in this and a previous study (Westhoff et al., 1988) between risk of benign ovarian teratoma and oral contraceptives (which are a recognised protective factor for ovarian cancer, Parazzini et al., 1991b) .
In biological terms, the association between ovarian teratomas and infertility can be interpreted in terms of underlying hormonal abnormalities, which may lead to the growth of the tumour. However, the case-control design does not provide the opportunity to analyse adequately the time-risk relationship between infertility and risk of disease. 
